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ABSTRACT

Findings of this study, which surveyed 35 physicians arid
43 nurses on frequency, severity, causality and treatment

of psychosomatic, psychological and somatic menopausal
symptoms, give support to claims that the

medical

profession employs a psychological approach to health care
of menopausal women.

Both groups rated symptom frequency

and severity below a scale midpoint.

Symptom causality

mean scores were closer to a scale midpoint than would be

expected if subjects endorsed a somatogenic attribution.

Analysis of variance found no significant difference
between physician and nurse perception of overall symptom

•frequency, severity and causality.

Both groups rated a

higher frequency and a greater psychogenic causality of
psychological symptoms than psychosomatic and
symptoms.

types.

somatic

Nurses did not differ on severity of symptom'

Physicians, however, rated psychological symptoms

as more severe and also attributed a greater psychogenic
causality of psychosomatic and somatic symptoms than
nurses.

Ranking of physician and

nurse symptom mean

scores correlated highly with ranked percent of women
reporting symptoms, in Neugarten and Kraines' 1965
prototype study? however, medical ■ subjects tended to

Xll

IV

underestimate frequency of psychosomatic and psychological
symptoms.

Both groups saw counseling as the primary

treatment mode and preferred estrogen over mood altering
medication.

A majority of physician and nurse written

comments endorsed psychogenic determinants of a woman's
experience of menopause.
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Attribution of Frequency, Severity and
Causality of Menopausal Symptoms

INTRODUCTION

Although in recent years there has been a growing
acknowledgement of its importance, the study of the aging
process for mature women, and in particular the study of
menopause, is one of the least researched
developmental psychology.

areas in

Following their review of the

literature in 1973, McKinlay and McKinlay reported that
the'limited research that had been done suffered

serious methodological deficits.

from

This lack of scientific

attention may be explained in part by what Sontag (1972)
terms the "double standard of aging" which stigmatizes
older women and causes them to be ignored in our society.
According to Fidell (1980), another influential factor is

that the medical profession has heavily emphasized a
psychological perspective thereby discounting biological
determinants of menopause to

a

large

extent.

In

agreement, Posner (1979) states that, ironically, there is
a striking compatibility between the physician model and
the feminist model of menopause and both have served to

discourage research by playing down the physical effects
of changing levels of hormones.

1C

.

This study will review in general what is known, vihat

is not understood, and what is controversial about meno

pause.

In addition, results of a survey of perspectives

physicians and nurses hold regarding menopausal symptoms
will be presented and discussed.

Definition of Menopause
Menopause, generally defined in the literature as
twelve consecutive months without menstrual flow, occurs

at an average age of 50; however, in some instances it can

begin as early as 35 or as late as 55 (Weideger, 1977).

According to this definition, all women who have hysterec
tomies experience a surgical menopause.

Actually, unless

both ovaries are removed, having a hysterectomy means only
that a woman will not have menstrual periods or be able to
become pregnant (Lanson, 1975).

In .other words, with a

simple hysterectomy in which the ovaries are left intact,

a decrease in hormone production will not occur any sooner
than it would happen according to an individual woman's
genetic time table.
There is a general agreement among researchers that

menopause is caused by a gradual diminishing of estrogen
and progesterone during what is called the climacteric,
the physical and emotional transition from

older-middle age (Kjervik & Martinson, 1979).

middle to

However, it

is im.portant to keep in mind that variation is the rule

for the way in which individual women experience both
menstruation and menopause.

There is much variation in

menstrual, cycles intrapersonally and greater variation

interpersonally (Weideger, 1977).
Although menopause is unique to the female, both men

and women experience similar changes during the approxi
mately 15-year period of the climacteric.

For both sexes

it is set in motion by the endocrine glands which secrete
hormones directly into the blood stream.

The endocrine

glands most directly involved are the anterior lobe of the

pituitary gland, the adrenal glands, ovaries in the
female, and testes in the male (Fried, 1976).

These

glands are part of a feedback loop in which the activity
of the ovaries or testes is regulated by the pituitary,
which is, in turn, regulated by the hypothalmus, which is
sensitive to levels of hormones produced by the ovaries

and testes (Hyde & Rosenberg, 1976).

Although researchers

agree that the diminishing production of hormones causes
an imbalance in this feedback relationship, at this point
there is a division in

their thinking

regarding the

physical and emotional symptoms of menopause.

Causality of Menopausal Symptoms

Four hypotheses or explanations regarding causality
of menopausal symptoms can be delineated in the litera

ture.

One viewpoint is that the ovaries do not completely

stop functioning when menstruation ceases and the adrenal

glands continue to contribute small amounts of estrogen;
thus, for many women there may be adequate production of
endogenous estrogen for many years after the cessation of

menstruation.

These women will experience few, if any,

menopausal symptoms (Graber & Barber, 1975).

Another view

of menopause is that it is a deficiency disease, a physio
logic ovarian failure.

The female body is just poorly

programmed for its increasing life span (Greenblatt,

1978).

With this diagnosis, the proposed treatment is

life-long estrogen therapy.

Weideger (1977) offers still
t

another view, that the crucial factor in the development
of menopausal symptoms is the rate at which estrogen
production declines.

If the decrease is sudden and

drastic, the body does not have time to gradually adjust
and more severe symptoms,are experienced.

In'agreement

Fried (1976) postulates that body cells suffer from with
drawal symptoms when the supply of estrogen is decreased.
Eventually, the adrenal cortex gradually increases its

production of another steroid very similar to estrogen and

stability is restored after menopause.

According to

Posner (1979), a fourth view, which largely discounts a
physical basis for problems at menopause, is held by the

majority of physicians.

It proposes that symptoms at

menopause are intensified because they occur at a time

when women are experiencing stressful life changes.

These

changes are specified as children leaving home, sexual
problems due to the aging of male partners and the

realization that the youthful appearance equated

with

sexuality in our culture is being lost (BWHBC, 197 3).

In

agreement with this view, a recently published text

(Martin, 1978) written for educating nurses states-::
Today's middle-age women were the brides and
young mothers of the 40's. They are the casual
ties of the feminine mystique, the disposable
homemakers whose purpose in life is now gone
(p. 203).

Menopausal,Symptoms

There is much confusion in the literature concerning
whether or not there is a "menopausal syndrome." , Accord

ing to McKinlay and Jefferys (1974), the general assump
tion that the period just before and just after menopause,

in: which normally symptom-free women experience a series
of possibly distressing, symptoms, has not been adequately

researched.

Physical sym.ptoms of menopause, other than

menstrual irregularities, that are generally recognized
include vasomotor problems such as body numbness and

tingling, told hands and feet, heart paIpitations/
headaches and hot flashes.

Hot flashes, one of the

most

recognized menopausal symptoms, have been described as
very sudden sensations of overwhelming warmth from" the

waist Or chest up, extending over the neck, face, and

upper extremities.

Although hot flashes can be treated

successfully with estrogen replacement therapy, the exact

etiology of the disturbance is not known (Galloway, 1975).
Another common symptom of the menopausal transition,

atrophic yaginitis (vaginal dryness and inelasticity),
results from greatly reduced vaginal secretion which is
thought to be caused by lowered levels of estrogen.

In

addition to dyspareunia (painful intercourse), this
condition

can

cause

irritation

susceptibility to vaginal infections.

and

increased

Atrophic vaginitis

can also be treated by estrogen replacement therapy in the
form of a cream applied directly to the vaginal area or in
the form of an oral medication (BWHBC, 197 3).

Other

classical menopausal symptoms are osteoporosis (bone
demineralization), constipation, weight gain, and skin and

muscle changes which result in decreased skin elasticity,
sagging breasts and diminished arm and leg muscle strength

(Galloway, 1975).

So-called psychological or emotionally

experienced symptoms, such as mood swings, nervousness and
anxiety, insomnia, fatigue and depression may also be the
result of hormonal changes in the body during menopause.

According to Weideger (1977) similar symptoms are
experienced at time of menstruation due to fluctuating
levels of hormones.

Menopausal Sexuality

Physical and emotional symptoms of menopause,
combined with the self-observed effects of aging, increase
the potential for women to feel less sexual at middle age

(Kaplan, 1974).

Masters and Johnson (1968) theorize that

since most women experience some degree of anguish over
age-related bodily changes, the "psyche" plays a part at
least equal to, if not greater than, an

unbalanced

endocrine system in determining the sex drive of women
during the menopausal and postmenopausal years.

In their

opinion, elevation of sexual responsiveness rarely- results
directly from the administration of estrogen, but estrogen
replacement therapy may indirectly affect a woman's
sexuality by alleviating many of the distressing symptoms
of menopause.

There is general agreement that a woman may

experience increased sexual drive after menopause When she
no longer fears pregnancy and when the children are grown
and she and her partner have more time to devote to their

relationship.

According to Kaplan (1974), from a purely

physiological standpoint, libido should theoretically
increase at menopause because thd action of the female

androgens, not materially affected by menopause, is now
unopposed by estrogen.

In her opinion, sexual functioning

during the menopausal years is extremely variable and
depends upon a woman's state of mind and her relationship

8

with her sexual partner.

In this context, Troll, Israel

and Israel (1977) report that if women view menopause as a
i

loss of femininity when thei:r reproductive capacity is
directly related to their

/■

self concepts as women,

they

will tend to go through a period of grieving and depres
sion at menopause.

However, they emphasize that sexuality

is part of the whole person and the fact that women are

sexual creatures does not change if they continue to view
themselves as sexual and capable of being sexually active.
The climacteric brings many physical changes to women.
Just as a woman changes when she reaches puberty, she will

change as she matures; however, aging, will not destroy the
continuities between what a woman has been,

what

she

is,

and what she will be (Neugarten, 1971).
Treatment of Menopausal Symptoms

It is normal to experience symptoms at menopause.
Only 10% of women report having no problems; however,

as

few as 30% of the 90% who experience one or more symptoms

with menopause seek treatment (Weideger, 1977).

Some

women may not be aware that medical help is available;
other women may view their symptoms as inevitable or
somehow view it

as

a mark of moral superiority

to

stoically endure them.
For women who seek medical help and who contemplate

taking an estrogen supplement to relieve varying degrees

of physical and emotional discomfort related to menopause,
there is the concern of weighing the benefits versus the

risks associated with estrogen replacement therapy.
A study published in The New England Journal of

Medicine (Antunes, Stolley, Rosenshein, Davies, Tonascia,
Brown, Burnett, Ruthledge, Pokempner & Garcia, 1979) found
that women taking estrogen run a six-times greater than
normal risk of cancer of the uterine lining and that for
long-term users, the risk is 15 times greater.

This study

did not find any evidence that cyclic use of estrogens
might be safer than continuous use; however, it did find

that the risk of endometrial cancer was greater for women
who were given 1 mg or more estrogen per day than for
women using less than 1 mg each day.

Another study (Jick,

Watkins, Hunter, Dinan, Madsen, Rothman & Walker, 1979)

also pubished in The New England Journal of Medicine,

confirmed that long-term replacement estrogen treatment is
strongly associated with endometrial cancer.

It also

found that discontinuation of estrogen intake is associ

ated with a striking decrease in risk for endometrial
cancer within six months.

The study investigated the

effects of concurrent use of progesterone but did not find

conclusive evidence concerning the influence of progester
one upon endometrial cancer.

Findings of the study were
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also uncertain about the risk for women taking the lowest
dose, 0.3 mg, of estrogen.
In opposition to the implications of these studies
concerning the use of estrogen for menopausal symptoms,

Graber and Barber (1975) take the position that there is
no clear evidence that estrogen causes cancer in nonsus

ceptible individuals.

Advocating a moderate, reasoning

approach, they argue that although evidence to date does
suggest cause for concern and vigilance, until further
well-controlled

studies are

conducted

and

more

conclusive

evidence as to the risk-benefit continuum of estrogen
replacement therapy is. established, the use of estrogens

for specific menopausal symptoms responsive to these drugs

is justified if the patients are adequately monitored and
informed of the possible .adverse side effects.

Proudfit

(1976) recommends using the lowest dosage consistent with

relief of symptoms (0.3 mg to 1.25 mg) and keeping in mind
that the eventual goal of estrogen therapy should be
gradual withdrawal from medication.

However, when or if

this goal can be achieved depends on the individual
woman's presenting symptoms.

She also advocates that

after initiating estrogen treatment, patients should be
reevaluated at six-month intervals initially and at least

yearly thereafter.

Breast and pelvic examination and

measurement of blood pressure should be included in this
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evaluation, as wsll as a Papanicolaou (Pap) srnsair tliat
includes material taken from the endometrial canal to

maximize early detection of endometr-ial hyperplasia, a

precancefous condition.

Proudfit reasons that the risks

associated with estrogen therapy can be minimized by

judicious use of the drug dosage and by following proper
monitoring procedure during treatment.
Those who advocate the use of estrogen replacement

therapy (Galloway, 1975; Martin, 1978) say that it may
improve a woman's psychological state,, relieve hot
flashes, improve atrophic vaginitis and dyspareunia,
relieve insomnia, promote skin elasticity, and prevent or

delay the onset of osteoporosis and coronary athero
sclerosis (loss of elasticity).

There is much disagreement however, about the, most

advantageous method of administering estrogen.

According

to Graber and Barber (1975) who have researched this

issue, it may be given in several ways: oral estrogen for
three weeks with one week of no therapy, oral estrogen for

three weeks with progesterone for one week, daily estrogen

taken orally, monthly estrogen injection.

In addition,

local application of estrogen cream is often used to
relieve vaginal dryness.

Graber and Barber report that

some gynecologists say that cyclic therapy provokes
uterine bleeding and that many unnecessary operations can
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be prevented if continuous estrogen replacement therapy is
practiced.

However, other gynecologists believe that

persistent, prolonged, uninterrupted stimulation of the
endometrium by estrogen may be the triggering factor in

producing endometrial carcinoma.

Some gynecologists

advocate the use of progesterone along with estrogen t.o
insure that the endometrium is shed monthly, resulting in
a reduced risk of endometrial hyperplasia.

Estrogen

dosages are higher in birth control pills, but cancer
studies have focused

on

the

use of estrogen

during

menopause because contraceptives include the other female

hormone, progesterone, and there is some evidence that the
two together are less dangerous than estrogen

alone

(Graber & Barber, 1975).

Literature Bias and Research Ambiguity

Posner (1979) examined gynecological textbooks and

popular paperbacks from 1960 to 1979 and found that,
although the information presented was at times confusing
and even contradictory, it was generally suggested that

menopause was largely "a figment of the imagination."

She

reported that the literature usually acknowledged changing
levels of hormone production bo be the precipitating cause

of menopause and then endorsed a psychological causality
of menopausal symptoms based on stress factors.'
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The approach adopted by the literature that middle
age , is the most stressful time for a woman because of life
style changes is open to criticism.

On the basis of their

t •

research, Neugarten and Kraines (1965) concluded that the
m'enopausal years may not be the most stressful for women.
Instead,

these

researchers

found

that

the

time

of

adolescence and the early years of marriage, when women

are involved in the bearing and rearing of children, were

also very stressful periods.

Furthermore, research by

McKinlay and Jefferys (1974) of menopausal and postmenopausal subjects found that women did not view the
onset of

menopause

femininity.

as

traumatic

or

as

a

loss

of

The majority of the women in their study saw

the cessation of periods as presenting no problems or as a
relief.

The "empty nest syndrome" is a popular stereotype in
menopausal literature.

VThile it is true that today the

last child usually does leave home when women are in their
late 40's, this is the same age when census date show the
number of women on the labor market taking its sharpest

upturn (Neugarten, 1970).

Thus it might be inferred that

middle aged women do not remain at home feeling phased out
and useless but continue in the mainstream, busy and

productive.

In addition, the family phase following the

departure of the last child is often a time of life
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characterized by a high degree of marital happiness
(Kimmel, 1980).
In her review of the literature, Posner (197'9) also

reported that texts suggested that adjusted, nonneurotic
women, who were in "control" of their lives, would exhibit

little problem with menopause.

This attitude

was

reflected in a recent study by Polit and LaRocco (Note 1).
They found that menopausal and

postmenopausa 1 women

reporting a large number of menopausal symptoms tended to
be less well adjusted, more emotionally dependent, less
self-confident, and to

have less

favorable

attitudes

toward menopause than women with few or no complaints.

In

evaluating this kind of research finding, Posner raises an

obvious question, which Polit and LaRocco do not
adequately address, as to which factors are cause and
which are effect.

A woman who experiences more physical

difficulty with menopausal symptoms is more likely to have
a

less favorable attitude toward

menopause

and

to

experience emotional difficulties in other areas of her
life

than one

who does

not.

McKinlay and McKinlay (1973) reached conclusions
similar to Posner's after their review of the

literature.

In addition, they reported that clinical experience was
all too often substituted for scientific evidence and that

menopausal symptomatology, its causality and treatment
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recommendations, was repeatedly described

with

no

empirical basis other than "experience."

An'example of this type of approach is found -in a
tape prepared for post-graduate education of physicians on

the female climacferic (Ayerst Laboratories, producer,

1977).

On this tape a physician is answering possible

questions by menopausal women.

VJithout citing any

scientific research, he makes such arbitrary statements as
"Older women are less active sexually," or "Sometimes a
tough-minded business" woman or a stoic individual may not
be bothered by symptoms."

He then goes - on to say: ,

I find that most patients do not want detailed
information, they just want reassurance.
Moreover, as you can tell, I am accustomed

to

telling patients what I think they ought to do
and in the m.ajority of cases, they want to do
just that.

■

•

Research studies on menopausal symptoms have produced

conflicting findings;

In their study of 638 women, ages

45 to 54, McKinlay and Jefferys (1974) found that only hot
flashes and night sweats were clearly associated with the
onset of a natural menopause and that they occurred in a

majority of women.

A study undertaken by Neugarten and

Kraines in 1965 of 460 women across five age groups, and
between menopausal and nonmenopausal women within the same

age group, showed that irienopausal women did report a large
number of symptoms.

However, it was somatic, not psycho

logical or psychosomatic complaints, that were - reported
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most frequently.

In fact in their study, adolescents

reported more psychological symptoms than other age i

groups.

Neugarten and Kraines' findings were in part
h

supported by Scarf (1979) when she reported that the
average age of women seeking treatment for depression is
35 or

under.

Coming from a slightly different perspective. Green

(1976) conducted a study involving 50 middle aged women
who had been referred to a hormone replacement therapy

clinic by their general practitioners.

He found

that

vasomotor symptoms such as hot flashes, aches in back of
neck and skull, and

hormonal changes.

cold

hands and

feet were related

to

Green's findings also indicated that

there was no correlation between vasomotor symptoms and

accompanying psychological symptoms.

Moaz, Dowty, Antonovsky and Wijsenbeek (1970) began
their research on 55 women with the general expectation
that a woman's response to menopause would be influenced

by her response to earlier psychosexual events such as
menstruation, pregnancy and childbirth.

They found that a

history of successful responses to an earlier psychosexual

experience was not predictive of a positive response to
menopause.

In an unpublished study conducted in 1979 by this

researcher (Note 2), 42 menopausal (a disruption of timing

or flow of menstrual cycle) and postmenopausa1 (12
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consecutive months without menstrual flow) women

were

asked to describe both their expectations of menopause and
their actual experience.

No consistent relationship of

>'■ .

actual experience to preconceived expectations was

However,

the

study did find that

found.

symptom incidence

reported by premenopausal, menopausal and postmenopausal

women was significantly different.

Both premenopausal and

postmenopausal women reported fewer

symptoms than meno

pausal women.

The conclusion that may be drawn from this discussion

of the literature and research studies on menopause is
that no firm conclusions can be drawn regarding menopause
and menopausal symptoms.

In addition, there is no way to

predict with any degree of certainty how a woman will
respond physically to the menopausal transition.
Physician Model and Nursing Perspective
In her book. Menstruation and Menopause, Weideger

(1977) proposes that the physician model of menopause has
existed because of women's unequal status in society and
it will continue to exist until women are accepted as

different, but equal.
fact

that

The difference is created by the

women have cycles of life manifested by

menstruation,

pregnancy and menopause

experienced by men.

that

are not

In order for the social evaluation of

women to change, it will be necessary for attitudes about
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the biological and emotional foundations of female

existence to change.

For example, a popularly accepted

myth is that women are likely to consult a doctor more

frequently and for less serious complaints than are men.
However, when effects of pregnancy and the longer life
span of women are controlled for by regression analysis,
sex differences in the

number of medical visits

evident (Fidell, 1980).

are

not

In general, the literature

further suggests that when women see a doctor they tend to
report more symptoms than do men and the symptoms are more

likely to have psychological implications.

One inter

pretation of these findings is that they reflect a sex
role learning which allows a woman to express emotions and

feelings and should not be used to justify a pronouncement
of greater emotional disturbance for women.
In her book. Toward a New Psychology of Women, Miller

(1976) speaks to this issue when she writes that women,
both superficially and deeply, are more closely in touch
with basic life experiences and for them to be able to

admit to vulnerability and express both physical and
emotional problems is a positive strength men would do
well

to

emulate.

All too often problems with menstruation, pregnancy
and menopause are treated by the medical profession as

individual pathologies no matter how many other

women

19

share similar problems.

In a recently published nursing

text book on the health care of women, Martin (1978)

stated that half of all gynecological problems have

psychosomatic components and suggested aS an alternate
method of treating menopausal symptoms the
tranquilizers.

use of

Traditionally, certain disorders of the

female reproductive system are thought by many. physicians
to originate psychosomatically when women reject their

femininity (Fidell, 1980).

Women are implicitly

encouraged to blame themselves for their" physical symptoms

in order to be "cured" of their psychological neuroses

(Weideger, 1977).
Lennahe and Lennane, writing in The New England
Journal of. Medicine (1973), reported that 50% of women

suffer from primary dysmenorrhea- (menstrual pain), yet
this condition is commonly considered by the medical
profession to be partly or wholly a psychogenic one.

It

is often implied by doctors and nurses that the patient's
faulty outlook is .causing her pain.

basis for this attitude.

There is no valid

In reality, the pain does not

begin at meiiarche, but two or three years later, and is
dependent upon ovulation.

This would indicate a physical

rather than a mental cause.

Similar findings.have been

shown concerning nausea of pregnancy. . Lennane and Lennane
report that 74% to 88% of women suffer from this malady.
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The exaet cause is not known, but it is thought to be due
to some substance, probably estrogen, secreted in excess
by the body.

Nevertheless, the condition is often viewed

ag psychogenic.

VVeideger (1977) reports that from 85% to

90% of TOmen suffer from one or more menopausal symptoms

caused by changing levels of hormone production.

A view

that suggests up to 90% of all women are neurotic is open
to question.

Too often menopausal women have been, written

off by their physicians as neurotic when they were just

victims of hormone imbalance (Cooper, 1978).
The gynecologist has drawn strong public criticism asthe first practitioner of the status quo because as
"physician shaman" he presides over the physical and
emotional responses of women.

Gynecologists do not as a

rule have any special training in psychology, yet many
treat menstrual, pregnancy and menopausal problems as

malfunctions of the mind rather than as physical symptoms

deserving of treatment (Weideger, 1977).

Women visiting

their doctors find themselves in a subordinant position

and often are treated like slightly retarded grown female
children.

Fidell (1980) has stated:

The medical conference between female patient
and gynecologist may represent an almost
archetypal occasion for the expression of sex-

stereotypic behavior (p. 319).
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Traditionally, women have experienced problems when
seeking health care from

physicie.ns.

St. Mark describes one example:

In

the

Bible,

;
b

And a certain woman, which had an issue of blood

twelve years, and had suffered many things of
many physicians, and had spent all that she had,

and was nothing bettered but rather grew worse
(Mark 5, Verses 25, 26).

Weideger (1977) proposes that illogical, persistent
and damaging beliefs constitute prejudice.
fact that the problems connected

with

In view of the
menstruation,

pregnancy and menopause are experienced by women, whereas
the majority of gynecologists are men, she feels it is
unavoidable to suspect an underlying sexual basis for this

prejudice.

However, it is unfair to single out the male

gynecologist as the single protagonist.

Unfortunately,

his point of view can be generalized to the majority of
the "helping" professionals, male and female.

The fact

that many clinicians today view their patients much as

Freud viewed the women of his day is born out by the
Broverman study conducted in 1970 which showed that 46
male clinicians and

33 female

clinicians held

different

standards for healthy men and healthy adults than they did
for healthy women.

Healthy men

were

described

as

competent, independent and objective, whereas healthy
women were seen as more submissive, less independent, more
emotional and less objective.
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The major problem with the emphasis on psychological
factors adopted by the physician model of menopause is

that it discourages research which focuses on cyclical

changes in women.

In addition, it is not only demeaning

but dangerous for women seeking medical relief for
symptoms, that may or may not be related to the menopausal

transition, to be treated as though their problems were
mainly psychological.

For example, Fidell (1980) reports

that physicians tend to minimize the risk of cardio

vascular disease in 25 to 44 year old women in spite of
the fact that menopausal women have an incidence of heart

disease comparable to that of men and that women of all

ages who use artificial hormones suffer

a

greatly

increased risk of circulatory problems.

A nurse's education and training is received in part
from texts which adopt what is described as a holistic
approach to the treatment of health care problems.

However, the nursing perspective of menopause, as
presented in recently published nursing texts (Martin,
1978; Kjervik & Martinson, 1979), continues to be

a

psychogenic one, a woman's crisis during the time of
menopause is essentially one of lost identity.

Discussion of Research Survey

There is a great need for empirical research both on
the psychology of and physical symptoms of menopause.

If
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the bias which prematurely and stereotypically" attributes
a woman's experience of menopause to psychological factors
exists, it is detrimental to the

women.

health

care of mature

This study was designed to investigate the extent

to which physicians and nurses subscribe to this bias.

In

accordance with the literature, it was hypothesized that
physicians and nurses would view menopausal symptoms as

being of moderate or less frequency and severity and would
emphasize a psychological causality of menopausal symptoms
over a somatogenic etiology.

It was also expected that

hormone replacement therapy would be the preferred mode of

treatment for menopaus'al symptoms, followed closely by
mood altering medication.

The major research questions addressed by this, study
were;

1.

How do physicians and nurses view frequency,

severity and causality of menopausal symptoms for the
average woman?

Is there an intercorrelation between their

assessments of psychological, psychosomatic and somatic
symptoms?

2.

How do physician and nurse estimates of frequency

of menopausal symptoms compare with

percent of women

reporting menopausal symptoms in Neugarten and Kraines'
study?
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3.

\vhat treatment for menopausal symptoms is • ■

preferred by physicians and nurses?
4.

-

.

What major factor or factors do physicians -and

nurses perceive as.determining a woman's experience of
menopause?

^

■

METHOD

Subjects



Research subjects were 35 physicians

who

were

currently involved in family practice or gynecology
specialties in the San

Bernardino

California or the West Palm Beach

area

Valley area of
of Florida

in

the

summer and fall of 1980, and .43 practicing nurses working
on their B.S. Degree at California State College, San
Bernardino, during the fall quarter of 1980.
Physician subjects, including four females, 23 males,

and eight of undeclared sex, ranged in age from 28 to 69
(11 subjects chose not to list their age) with an average
age of 49 years.

Nurse subjects, including one male, 39

females, and three of undeclared sex, ranged in age from

23 to 49 (five subjects chose not to list" their age) with
an average age of 33 years.



Measure

Each subject was asked to evaluate on a scale of one

to 10 the frequency, severity and causality of 15

menopausal symptoms selected from research studies by
Neugarten and Kraines (1965), McKinlay and Jefferys

(1974), and Green (1976).

A shortened listing was adopted

in order to make the survey sheet as brief as possible
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because it was anticipated that physician participation
would be difficult to enlist, particularly if the
questionnaire appeared lengthy.

The most frequently

reported symptoms in these studies- were chosen and

classified into the three categories specified
Neugarten and Kraines in their prototype

by

study on

menopause;

Psychosomatic:

Headaches
Lack of energy or tiredness
Heart pounding
Dizzy or faint

Psychological:

Irritability
Forgetfulness
Trouble sleeping
Excitability
Feelings of suffocation
Depression

Somatic:

Hot flashes

Weight gain
Muscle pains and aches
Cold hands and feet
Aches in back of head and

skull

Subjects were also asked on a descriptive basis of
always, usually, sometimes, rarely, or never, how they
recommended treating menopausal symptoms:

estrogen

replacement therapy, mood altering medication, no
treatment, counseling, or other.

In addition,, a free-

response question was included asking subjects what they
saw as the major factor in determining whether a woman
would experience difficulty at menopause.
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Procedure

Physician questionnaires were distributed by
supervisory personnel at two San Bernardino Valley medical
facilities

and

at

several

clinics

in

Florida.

The

majority of the physician subjects were contacted

and

asked to participate in the survey by this researcher's

friends.

Survey sheets were enclosed

in

stamped,

self-addressed envelopes with a brief introductory letter
which requested cooperation in a survey for a masters
thesis evaluating menopausal symptoms.
Nurse questionnaires were distributed in class and
collected upon completion by a faculty member of the
Nursing Department at California

Bernardino.

State

College, San

Explanations were given orally and

an

introductory letter was not attached.
Subjects were allowed to respond anonymously.

Those

who wished to receive information concerning the resultsof the

research

were

instructed

to

note

their

name

and

address on a separate sheet of paper in order that the
information could be

forwarded

to them

at a

later

date.

Because no deception was used, there was no debriefing

necessary following subject participation.

RESULTS

Analysis of variance, using a 2 x 3 factorial design,
was used to analyze data from this study concerning

physician and nurse perception of frequency, severity and
causality of menopausal symptoms.

The first variable,

subject group, consisted of physicians and nurses; the
second variable, type of symptom, consisted of (1)

psychosomatic, (2) psychological and (3X somatic

menopausal symptoms.

Simple _t tests were performed to

«

determine which specific levels were significantly
different from one

another.

One sample t tests were computed to determine v,hether
physicians and nurses scored significantly above or below
a scale midpoint on perception of frequency, severity and
causality of menopausal symptoms.
Rank correlation coefficients

were performed

to

evaluate concordance of physician and nurse perception of

frequency of menopausal symptoms and to compare their

ratings with the percentage of menopausal women reporting
symptoms in Neugarten and Kraines' 1965 study.
A series of independent and dependent _t tests were
computed to determine physician and nurse preference
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for useof estrogen, in cod

altering

medication or

counseling in treatment of menopausal symptoms. . -

Researcli Question 1

How do physicians and nurses view frequency, severity

and causality of menopausal symptoms?

Is there an. inter-

correlation between their assessments of psychological,
psychosomatic and somatic symptoms?

:

■

Subjects rated frequency of symptoms on a scale of:

one (never) to 10 (always); severity of symptoms, one (no
discomfort) to. 10 (extreme discomfort); and causality of

symptoms, one (somatogenic or physiological) to 10
(psychogenic or•mental-emotional).
As a point of reference, a series of one sample t

tests were performed comparing physician and nurse mean
ratings to a scale-midpoint of 5.5. . As shown in Table 1,
significant differences between mean scores and the scale

midpoint were found in every case except physicians'
perception of causality of menopausal symptoms.
Results indicated that both physicians and nurses saw
the mean frequency and severity of menopausal symptoms as

significantly less than the scale midpoint.

No signi

ficant difference between physicians'. mean rating . of

somatogenic versus psychogenic causality.of menopausal
symptoms and the scale midpoint was found; however,
nurses' mean score indicated a si gnificantl_y greater
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perception of somatogenic than psychogenic etiology when
compared to a scale midpoint.

Table 1

i

Comparison of Frequency, Severity and Causality
Means to a Scale Midpoint (5.5)

Physician

Nurse

Mean

t score

Mean

t score

Frequency

4.93

-2.48*

4.86

-2.99*

Severity

4.96

-2.45*

4*78

—3.43*

Causality.,

5.35

-0,71

5.12 , -2.10*

*p < .05

Analysis of variance, of frequency means, which are

presented along with standard deviations in Table 2,.
failed to reveal a main effect of subject group, _F = .00,

p < .95.

Physicians and nurses did not differ signifi

cantly on perception of frequency of menopausal symptoms.
However, a significant main effect of type of symptom was

found, F = 6.54, p < .0019.

A significantly greater

frequency rating of psychological versus psychosomatic

symptoms, t = 3.40, £ < .05, and somatic versus psycho
somatic symptoms, t = 1.72, p < .05 was found.

Although

the mean fating of frequency of psychological symptoms was
higher than for somatic symptoms, the difference was not
statistically significant.

In general physicians and
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Table 2

S^'Tnptom Type Frequency, Severity and Causality
Means and Standard Deviations

Physi cian
Menopausal Symptoms

Total

Nurse

Mean

S.D.

Mean

S.D.

Mean

Psychosomatic

4.53

1.41

4.79

1., 56

4.67

Psychological

5.26

1.53

4.95

1.
. 59

5.09

Somatic

4.89

1.53

4.88

1.
.40

4.89

4.51

1.44

4.68

1.
.44

4.60

1.56

4.83

.57
1.

. 5.06

4.86

1.50

4.81

1.
. 56

4.83

Psychosomatic

5.41

1.51

4.75

1.
,28

5.05

Psychological

5.86

1.67

5.90

,62
1.

5.88

Somatic

4.70

1.12

4.47

.20
1.

4.57

Frequency:

Severity:

Psychosomatic
Psychologica1
Somatic

c

*3

,

Causality:

Note.

Syiriptoms rated on a
point 5.5.

,
scale of one to 10,

scale

mid
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nurses viewed psychological symptoms as more frequent than
somatic symptoms and psychosomatic symptoms as least

frequent.

A marginal interaction between subject group

and symptom type was found, F = 2.63, p < .075, suggesting
that it was primarily physicians who accounted for the

differential rating of psychological symptom frequency.
However, both physicians and

nurses rated

a somatic

symptom, hot flashes, as the most frequent individual

symptom.

Table 3 shows the mean frequency for each

symptom.

Analysis of variance of severity mean scores (see
I

Table 2) failed to find a significant main effect of
subject group, F = .16, p < .6881.

Physicians and nurses

did not differ significantly on their estimates of

severity of menopausal symptoms.

However, a significant

main effect of symptom type was found,
.0002.

.= 8.84, p. <

Psychological symptoms were rated as significantly

more severe than both somatic symptoms, _t = 1.97, p < .05,
and psychosomatic symptoms,, t = 3.93, p < .05, and
severity of somatic symptoms greater than psychosomatic
symptom severity, t = 1.96, p < .05.
A significant interaction was revealed between

subject group and symptom type, F = 4.41, p < .0137.
Physicians rated psychological symptoms as significantly
more severe than both somatic symptoms, p = 2.76, p < .05,
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Table 3

Symptom Frequency Means

■

Physician Mean

Nurse Mean

PsychosomaticJ
Headaches

4.31

■ 4.42

Lack of energy, or tiredness

5.63

5.63

Heart pounding

4.17

5::. 05

Dizzy or faint

4.00

4.07

Psychological:

.

Irritability or nervousness

,

_

6.54

6.12

4.51

3.58

Trouble sleeping

5.54

5.00

Excitability

4.83

4.93

-4.09

. 3.95

6.03

6.14

Hot flashes

7.-14

6.65

Weight gain

4.54

5.33

Muscle pains and aches

4.69

4.44 .

Cold hands and feet

3.83

3.93

Aches in back of head & skull

4.26

4.05

Forgetfulness

Feelings of suffocation
Depression

-

.

Somatic:

Note.

Symptoms rated on a scale of. one (never) to 10
(always), scale midpoint 5.5.
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and

psychosomatic symptoms, t = 4.80, p

< .05, and

severity of somatic symptoms greater than psychosomatic
symptoms, t =

2.03,

p

< .05.

As

nurses

did

not

significantly differ on their perception of severity for
the symptom types, results indicate that physicians,
rather than nurses, rated psychological symptoms as more

severe than somatic symptoms and psychosomatic symptoms as
least severe.

However, in spite of these findings,

physician and

nurse mean scores for severity of an

individual symptom was highest for the somatic symptom,

hot flashes.

(See Table 4 for individual symptom severity

means.)

As was the case in

the analysis of variance of

frequency and severity of menopausal symptoms, no
significant main effect of subject group was found

in

attribution ,of causality of menopausal symptoms, F = 1.06,
p < .307.

Physicians and nurses did not differ signifi

cantly in their perception of menopausal symptom etiology.
However, a highly significant main effect of symptom type
was revealed, F = 40.07, p < .000.

Psychological symptoms

were seen as having a significantly greater psychogenic
causality than both psychosomatic, t = 5.75, p < .05, and
somatic symptoms, t = 9.02, p < .05, and

psychogenic

causality of psychosomatic symptoms as significantly
greater than for somatic symptoms, t = 3.27, p < .05.
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Table 4

Symptom Severity Means

Physician Mean

Nurse Mean

Headaches

4.11

4.28

Lack of energy, or tiredness

5.37

5.40

Heart pounding

4.31

4.65

Dizzy or faint

4.23

4.40

Irritability or nervousness

6.37

5.61

Forgetfulness

4.03

3.33

Trouble sleeping

6.09

4.98

Excitability

4.94

4.79

4.03

4.00

6.54

6.28

Hot flashes

7.46

6.63

Weight gain

4.23

4.86

Muscle pains and aches

4.63

4.42

Cold

3.74

3.98

4.23

4.14

Psychosomatic:

Psychological:

- Feelings of suffocation
Depression
Somatic:

hands and

feet

Aches in back of head & skull

Note.

Symptoms rated on a scale of one (no discomfort) to
10 (extreme discomfort), scale midpoint 5.5.
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Although only a marginal interaction between subject
group and symptom type was found, F = 2.92, p ..< .0567,
nurses perceived a greater somatogenic causality of.

psychological symptoms than did physicians, and physicians
viewed a greater psychogenic etiology of psychosomatic and
somatic symptoms than nurses.

Table 5 shows the mean

causality ratings for each symptom.

_

\

Research Question 2

How do physician and nurse estimates of frequency of
menopausal symptoms-compare with women reporting meno
pausal symptoms in Neugarten and Kraines' study?
As shown in Table 6, the frequency means for the .15

menopausal symptoms evaluated by physicians and nurses on

a ten point scale, and percentage of women reporting
symptoms in Neugarten and Kraines' study, were ranked

according to magnitude.

Results of rank correlation

coefficients showed strong correlations between physicians

and nurses, £ = .811, p < .05, physicians and women, £ =
.814, p < .05, and nurses and women, £ .= .639, £ < .05.
However, examination of ratings for separate menopausal

symptoms show differences in symptom frequency.

In the

Neugarten and Kraines study, 92% of the women subjects
reported, feeling irritable, .88% tired and 78% depressed.

The highest frequency mean estimates by physicians were.
7.14 for hot flashes, 6.54 for irritability and. 6.03 for
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Table 5

Symptom Causality Means

Physician Mean

Nurse Mean

5.12

4.93

• 5.14

'4.98

Heart pounding

5.86

4.23

Dizzy or faint

5.51

4.86

Psychosomatic:
Headaches

Lack of energy, or tiredness

Psychological:
Irritability or nervousness

5.80

5.98
*

Forgetfulness

5.51

5.44

Trouble sleeping

4.97

5.74

Excitability

5.86

,6.09

Feelings of suffocation

6.17

5.74

Depression

6:83

6.42.

/

Somatic:

Hot flashes

• 

3.57

4.09

Weight gain

4.97

4.37 ,

Muscle pains and aches

4.60

4.93

Cold hands and feet.

4.80

. 4.00

Aches in back of head & skull

5.54

4.93

Note.

•

Symptoms rated on a scale of one (somatogenic) to
10 (psychogenic), scale midpoint 5.5.

;

38

Table 6

Rank Order of Symptora Frequency

Physician
Women Subjects*

Nurse

Mean

Mean

Irritability 92%

Hot flashes

Tired

88%

Irritability 6.54

Depression

Depression

78%

Depression

6.03

Irritability 6.12

Headaches

71%

Tired

5.63

Tired

5.63

Hot flashes

68%

Sleep

5.54

Weight gain

5.33

Forgetf,ul

64%

Excitable

4.83

Heart

5.05

Weight gain

61%

Muscle ache

4.69

Sleep

Excitable

59%

Weight gain ■4.54

Excitable

4.93

••

51%

Forgetful

4.51

Muscle, ache

4.44

ache

49%

Headache

4.31

Headache -

4. 42

46%

Skull

4.26

Dizzy

4.07

Heart

44%

Heart

4.17

Skull

Cold hands

42%

Suffocate

4.09

Suffocate

,3.95

Dizzy

40%

Dizzy

4.00

Cold hands

3.93

Suffocate

29%

Cold hands

3.83

Forgetful

3.58

Sleep
Muscle
Skull

Note..

ache

ache

•

7.14

Hot

flashes

6.14

'

.

ache

6.65

5.00

4.05

Physicians & nurses rated symptoms on a scale of
one (never) to 10 (always), scale midpoint 5,5.

*Percent of women reporting, symptoms in Neugarten and
Kraines' study.
.
..
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depression and by nurses were 6.65 for hot flashes, 6.14

for depression and 6.12 for irritability.

Physicians and

nurses rated hot flashes as the most frequent symptom,

while"women in the Neugarten and Kraines study ranked
irritability highest and hot flashes fifth at 68%.
Analysis suggests that both physicians and nurses are

underestimating tiredness, physicians are minimizingdepression and nurses are discounting irritability even
though these variables ranked high on their respective
lists.

Neugarten and Kraines found in their

study that

menopausal women reported more somatic than psychological

and psychosomatic symptoms.

A-Jhen their data for only the

15 symptoms included in this study were analyzed, 53% of
the women reported somatic symptoms, 61% psychosomatic
sym.ptoms and 62% psychological symptoms.

The women in

Neugarten and Kraines' study did report fewer of this

study's somatic symptoms but did

not report a signi

ficantly greater

psychological

number of the

than

psychosomatic symptoms.

Research Question 3

IVhat treatment for menopausal symptoms is preferred
by physicians and nurses?

A series of dependent and independent jt tests were
computed to determine and compare physician and

nurse
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preference for use of estrogen, mood altering medication
and counseling in treatment of menopausal symptoms.

As

shown by the means and _t test score-s presented in Table 7,

both physicians and nurses significantly rated counseling
as the preferred treatment mode and significantly
preferred the use of estrogen over mood altering
medication.

However, individual differences were found

between subject groups.

Physician scores for counseling

and estrogen were significantly higher than nurse scores

although there was no significant difference on preference
for mood altering medication (see Table 7).

Survey results indicate that both physicians and
nurses see counseling as a primary mode of treatment to be

used in conjunction with the prescription of estrogen or
mood altering medication.

Research Question 4

VThat major factor or factors do physicians and nurses

perceive as determining a woman's experience of menopause?
Evaluation of the free responses of 30 of the 35

physician subjects concerning a major factor or factors

which would affect menopausal symptomatology, found only
one physician who perceived changing levels of hormones to
be the major determinant.

Six other physicians listed an

interaction between a hormonal factor and physical or
emotional health, three mentioned obesity in addition to
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Table 7

Treatment Preference

Physician

Treatment

Mean

Nurse

t Score

Mean

Estrogen

2.47

2.85

-1.98*

Mood Altering Medication

3.40

3.39

0.06

Counseling

1.77

2.22

-2.07*

Physicians;

Counseling vs. Drugs

-8.75*

Counseling vs. Estrogen

-3.53*

Estrogen vs. Drugs.

-6.11*

Nurses:

Note.

t Score

t Score

Counseling vs. Drugs

-4.79*

Counseling vs. Estrogen

-3.06*

Estrogen vs. Drugs

-3.79*

For analysis, preference for treatment mode was
rated 1) always, 2) usually, 3) sometimes, 4)
rarely, 5) never.


'p < ..05
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psychological factors, one noted

a genetic factor in

emotional adjustment to menopause and one stated he :knew;

of no single major factor.

The remaining physicians^

stressed psychological and emotional causalities or.

marital and family relationships exclusively. Repre
sentative quotes from physician free responses are
■ v .

presented below:

Background, environment, home conditions and
hormonal balance.

Attitude, family cooperation, ability to cope
and understanding.
Family history, whether mother, sisters, etc.,

had difficulty.
I

,

Ruling out pathology and

early surgical

castration, I think attitudes at menarche and

during menses play a large part.
Highly emotional women.
Satisfied,

content

women

seem.to. have

few

complaints', even if symptoms are moderate to
severe (and they respond better to medication).'
Emotional and hormonal problems.

Difficult to determine a major factor, but" a
stable personality premenopausal makes the
patient more capable of dealing with the change
that may occur in her life.
Difficulty with other milestones

such

as'

menarche, childbirth.

A high strung, nervous woman is much more apt to
experience difficulty at menopause.
Stability of personality.

Generally the happy, secure marriage or life
situation would have a_ strong bearing on this .
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transition period.

In my experience, these

women would have the least difficulty.

The 39 out of 43 nurses who

responded

to

this

question emphasized psychological, personality and
relationship factors.

General physical health or^heredity

was mentioned by nine of the nurse: subjects but always in
connection with a psychogenic determinant.

Although one

nurse indicated it was difficult to determine a major
factor, there was no recognition by nurses of; a hormonal
causality or interaction.

Typical quotes from

nurse

written comments which show a greater psychogenic attri
bution than that of physician free responses are as
follows:

How she feels

about

herself, her

role

as

a

woman, and hpw her family feels about her as a
woman. .

General physical and emotional wellness should
alleviate difficulty.
Personal views and knowledge of menopause, self

esteem and self confidence, positive attitude. ,
How "involved" or "busy" a woman is at time of
menopause will affect how sheviews the
symptomatology.

The woman she saw going through menopause when
she was a teenager.

Mostly her view of menopause and what it means
to her. How she views her sexuality.

Her general life style and emotional, mental and
physical makeup.
Expectation of difficulty.
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Her attitudes toward herself and her femininity^.:

Understanding from spouse and family.
Inflexibility.

Inability to

accept change.

Dependency. Lack of interest in the aging life
style.

i

DISCUSSION

This research was unique in that, it surveyed members

of the medical profession concerning attribution of
menopausal symptomatology.

A major finding of the study

was that physicians and

nurses are more alike than

dissimilar in their views.

No significant over-all.

differences were found in their perception of symptom

frequency, severity and causality.
found

However, variations

between the two subject groups and the three

categories of symptoms have direct implication concerning
the kind of treatment women in the menopausal transition
may be receiving from their physicians.
As was expected from the literature survey, both

physicians and nurses rated psychological symptoms as most
frequent and physicians rated psychological symptoms as
most severe.

Both groups attributed a greater psychogenic

causality to psychological symptoms.

In comparison to

nurses, physicians also gave a higher psychogenic rating
to somatic and psychosomatic symptoms.

This would suggest

that nurses recognized a greater physiologic etiology of
somatic and psychosomatic symptoms than physicians.
However, examination of physician and nurse free response
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answers to

Research Question 4 indicated

a

greater

physician somatogenic attribution for menopausal symptoms.

This inconsistency was further confounded by physician and
nurse ratings of somatic symptom etiology which suggest
that neither recognized a strong somatogenic factor.
Their mean causality scores were closer to the middle than
the somatogenic end of the scale.

Although physicians and nurses saw the incidence of
menopausal symptoms in approximately the same proportion
as symptoms reported by women in Neugarten and Kraines'

study, paradoxical discrepancies can be noted (see Table
6).

Women in the study ranked hot flashes fifth, 78 to

92% reported psychological symptoms of irritability and
depression, and 71 to 88% reported psychosomatic symptoms
of tiredness and headaches.

While physicians and nurses

rated these symptoms as among the most frequent, their
highest frequency score was for hot flashes, a symptom

generally understood to have an exclusive somatogenic
etiology and to be most amenable to estrogen replacement
therapy.

It is difficult to reconcile recognition of a somatic
symptom as being the most frequent and most severe, and

underestimation of incidence of psychological and
psychosomatic symptoms, with the emphasis on psychogenic
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causality, and recommendation of counseling. and estrogen
as the primary treatment modes for mehopausal symptoms.

A problem with this s'urvey and past research- is the

arbitrary classification of menopausal " symptoms into
psychological, psychosomatic and somatic categories;

It

is difficult, if not impossible, to separate psycho'lbgical
variables from somatogenic factors and define a symptom as
distinctly psychogenic or somatogenic.

This difficulty

may be reflected in the inconsistency of physicians and

nurses who see psychological symptoms as most frequent and
most severe and then rate a somatic sym.ptom, hot flashes,

as'the most frequent and most severe individual symptom."
In turn, this confusion may.contribute to the medical

profession's psychogenic emphasis in .treating menopausal
women.
to

Instead of taking the time and attention necessary

sort out, on

an

individual basis, each

v/oman's

presenting complaint into somatic factors, environmentai
.

•

^

and personality influences and stress variables, it is

less time consuming and more convenient to employ a
psychological shotgun approach.

The interaction between

mind and

process and

body is a comp1ex

there is

necessarily a defusion of symptom cause and
however, when

physicians approach health

effect;
care of

menopausal women with a predominantly psychogenic point, of

view, important somatic causalities are likely to be
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overlooked or discounted, and the physical problems of
menopausal women may be minimized or disregarded.

"

.

Limits of the sampling process and sample size should
"be noted.

A larger sample of physicians would have

strengthened the generalization of this study's findings
to the medical profession as a vdiole; however, it was very

difficult to enlist physician participation.

The majority

of the subjects were obtained through persons vdio had some

kind of personal or business leverage with an individual.
As the average age of physicians in this study was 49, a

more age-representative sample might have influenced the
results.

There is the possibility that more progressive

training received by younger physicians might develop a

greater sensitivity and awareness of inequities in the
health care of women.

It is important to keep In mind

though, that the physicians in this study were unique in
that they were willing to participate.

The research might

have produced even greater psychogenic findings if
reluctant physicians could have been involved.

A larger

proportion of female physicians might have had

a

mitigating effect; however, on the basis of the study's
findings concerning nurses' attitudes toward menopause,
this is doubtful.

Although the sample size was limited, the findings of
this study give support to the increasing accusations
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found in articles printed in various journals and popular
magazines that there exists a biased, sex-role stereotyped
approach by the medical profession in the treatment' of

women with gynecological problems, and that this approach
is detrimental to the health care" of women because of its

psychological emphasis and subsequent negation, of symptoms
with a recognized somatogenic etiology.
Mind and body are an interrelated whole.

It can no

more be assumed that a psychological reaction produces a

physical symptom than it can be assumed that a physical

symptom will- always result in a psychological response.
It is entirely possible that hormonal imbalances, which
set the menopausal transition into motion, are

also

a

direct cause of psychological and psychosomatic distress
as well as somatic symptoms (Scarf, 1980).
unfortunate when women, who

desire to live their

It is
middle

years to the fullest without annoying or seriously
incapacitating symptoms, turn to the medical profession
for help and receive the message that they are more or
less to blame for having menopausal symptoms.

The absence

of problems with menopause is not the mark of a woman's

psychological or emotional superiority; nor is the
presence of symptoms evidence of psychological or
emotional deficits (Weideger, 1977).

A woman shouldn't be

made to feel guilty for having menopausal symptoms, guilty
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for complaining about symptoms and guilty for not'"curing
herself of her symptoms.

''

Even though it was expected, it was disappointing to

find nurses in such strong agreement with physicians
concerning a psychogenic attribution of menopausal symptom
causality.

Nurses rationalize their health care approach

by defining it as holistic; however, results of this study
suggest their approach is more psycho1ogic a 1
holistic.

th an

Although nurses do credit a somatic factor,

their emphasis is largely psychogenic.

Hot flashes and vaginal atrophy are two of the most
common menopausal symptoms and are widely recognized as

having an exclusive somatogenic causality.

(Atrophic

vaginitis was not covered by this survey because it was
not included in the studies covered by the literature

research.)

A typical nursing approach to the treatment of

these somatic menopausal symptoms is presented from
Kjervik and Martinson's 1979 text.
The intensity of heat sensation during a hot
flash may be due to a woman's state of mind,
which is one of dissatisfaction with her thermal

environment, rather than the degree of actual
temperature change.
Women simply feel much

"hotter" than they are (p. 309).
As vaginal atrophy becomes more evident during
the postmenopausal years, cracking of drying
fragile tissue may cause vaginal bleeding and
pain for some women; however, these signs are by
no means inevitable; there is evidence that 50%

of women

may experience no

atrophy (p. 310).

more than

mild

:
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It is difficult to understand why the

nursing

profession should take such a distanced, nonempathic

attitude toward women with menopausal symptoms.

Atrophic

vaginitis is a condition in vdiich there is a deterioration

of the tissue in the vagina.

Cells in the uterus and

vagina start to break down and may cause pain and bleeding
during intercourse and an increased susceptibility ":to
infection.

The condition is described above as "mild" for

50% of women, it is proposed that not many males suffering
from atrophy of the penis at age 50 would describe, it as "a
"mild" condition.

In addition, if it is mild for 50% ot

women, the symptoms are then severe for 50% of women

These kinds of physical problems are bound to affect a

woman's sense of well-being.

Vaginal infections produce

foul odors and combined with pain and

bleeding

at

intercourse can drastically interfere with a'.sexual
relationship and cause serious problems in a marriage.
Hot flashes occurring"at night often wake menopausal W3men
repeatedly.

Lack of sleep can lead to feelings of

tiredness, irritability, and depression.

When evaluating causality of menopausal symptoms on a

scale of one (somatogenic) to 10 {psychogenic),
physicians' mean rating for hot flashes was 3.57 and
nurses' mean rating was 4.09.

It is not unreasonable, to

conclude that if physicians and nurses sincerely endorsed
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a hormonal etiology for hot flashes and other

somatic

symptoms, their rating means would be much closer to 1.00
(see Table 5).

When physicians adopt a psychological approach in

treating menopausal women, even though they acknowledge a
hormonal factor and correspondingly prescribe estrogen
replacement therapy, women with problems are given the
subtle, or not so subtle, message that their physical
problems represent character

deficits, emotional

maladjustment, grief at loss of youth and reproductive

functioning, and/or dysfunctional family relationships.
If a woman does receive this message from her
physician where can she turn for understanding?

To the

nurse, that professional woman who is medically educated,

who is facing or will be facing similar physical problems?
Not according to the findings of this study, which showed

tha-^'^^nurses' views are significantly correlated with those
of physicians.

Women should become knowledgeable about their own

bodily processes and aware that they should take an
informed and active part in their own health care.

"The

quality of medical care for women is changing, slowly to
be sure, but for the better.

The very fact that articles

are being, published concerning stereotyped biases held by
the medical profession in treating menopausal symptoms is
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a hopeful sign that such an attitude is no longer
acceptable.

Meanwhile, women should be aware thab there

is a possibility that their physicians may be reaq^fing to
them in somewhat irrational ways.

Women need to take

responsibility for their own physical well-being and
convey the attitude to their physicians that although they
want to cooperate with them, they also want an equal,
informed, active role in their own health care^
women should

However,

anticipate that to the extent that a

physician' s views of menopausal symptoms have a
psychogenic slant, the physician will tend to view her

questions and desire to be an equal participant as
reflections of neurotic psychological needs or as a
challenge to the physician's authority, rather than as a

direct approach to the problems of getting and staying
well.

APPENDIX

Survey Introductory Letter

I would appreciate your cooperation in filling out

this brief survey sheet which asks for your evaluation of
menopausal symptoms.

The results will be part of a

masters thesis on developmental stages of mature women.

You may remain anonymous; however, if you would like
to know results of the study, please include your name and
address on a separate piece of paper and the information
will be mailed to you at a later date.

Joyce Young
Graduate

Student

Cal State San Bernardino
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Physician Survey Questionnaire

Medical Specialty

Age

Sex

Please rate each symptom according to your evaluation of
its frequency of occurrence for menopausal women on a

scale of one (never) to 10 (always).
SYMPTOM

(Circle one)

NEVER

Headaches

ALWAYS

1

2

3

4

5

6

7

8

9

10

Weight gain
1
Lack of energy or tiredness. 1
Irritability or nervousness. 1

2
2
2

3

4

5

6

7

8

9

10

3

4

5

8

9

10

4

5

7

8

9

10

Forgetfulness

1

2

3

4

5

6
6
6

7

3

7

8

9

10

Hot flashes

1

2

3

4

5

6

7

8

9

10

Trouble sleeping..
.'...
Excitability
Feelings of suffocation
Heart pounding

1
1
1
1

2
2
2
2

Aches back of head & skull.. 1

2

Muscle pains and aches...... 1
Cold hands and

feet......... 1

Dizzy or faint
Depression.......

1
.. 1

3

4

7

8

9

10

4

5
5

6

3

6

7

8

9

10

3

5
5
5

6

7

8

9

10

6

7

8

9

10

3

4
4
4

6

7

8

9

10

2

3

4

5

6

7

8

2

3

4

5

7

10
10

3

4

5

7

8
8

9
9

2
2

6
6

9

10

3

4

5

6

7

8

9

10

3

Please rate each symptom according to your evaluation
severity for the average menopausal woman on a scale
one (no discomfort) to 10 (extreme discomfort)

of

of

•

SYMPTOM

(Circle one)

NO

DISCOMFORT-EXTREME

DISCOMFORT

Headaches

2

3

4

5

6

7

8

9

Weight gain
Lack of energy or tiredness.
Irritability or nervousness.
Forgetfulness

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Hot flashes

2

3

4

5

6

7

8

9

10

Trouble sleeping
Excitability
Feelings of suffocation
Heart pounding

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

3

4

5

6

7

8

9

10

Aches back of head & skull..

2
2

3

4

5

6

7

8

9

10

Muscle pains and aches

2

3

4

5

6

7

8

9

10

Cold hands and feet

2

3

4

6

7

8

9

10

Dizzy or faint
Depression

2

3

"4

5
5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

10
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according to.your :evalu

(all psychogenic).

ale of one (all somatogenic) to 10
SOMATOGENIC

SYMPTOM

»

■*

»

1

2

8

4

5

6

•

•

1

2

3

4

5

6

7:

♦

1

2

3

4

5

6

1

2

3

4

5

6

1

7
8
7 _ 8

2

3

4

5

6

7

No treatments

Counseling2 •
Other

.
.8

g, . 10.
9
10.
9
10
9 - 10
9
10
.9
10

•

1

2

3

4

5

6

7

8

«■

1

2

3

4

5

6

.7

®
.«
• •

1

. 8

9

2

10.

3

4

5

6

7 ^8

9

10

•

•

•

.«

1

2

3

4

5

6

7

1

8

2

9

3

10

4

5

6

7

8

9

10

m

*

1

2

3

4

5

6

7

2

9

3

10

♦

1

8

'«

4

5

6

7

8

9

10

1

2

3

4

5

6

7

1

8

2

9

3

10

4

5

6

7.

1

8

2

9

3

10

4

5

6

7

8

9

10

,generally treat menopausal symptoms?

medication

8

5S .

Dizzy or faint,
Depression....,

Estrogen therapy;
Mood altering

h?-:"' S:

IS .

to xeepin^

Excitability...
Feelings of suffocat;
Heart pounding.......
Aches back of head &

MENTAL:

'

•

^

or

PHYSIOLOGICAL

Headaches..

Weight gain.

PSYCHOGENIC

or

(Circle one)

Always Usually Sometimes
Always
Always
Always
Always

Usually
Usually
Usually
Usually

Sometimes
Sometimes
Sometimes
Sometimes

(Gircle one)
Ra.rely Never
Rarely Never
Rar e1y Ne ver
Rarely Never
Rarely Never

What do; you see as the major factor in determining whether, a
woman will experience difficulty at menopause?
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Nurse Survey Questionnaire

Age

Sex

Please rate each symptom according to your evaluation of
its frequency of occurrence for menopausal women on a
scale of one (never) to 10 (always)":
SYMPTOM

(Circle one)

Headaches
Weight gain

NEVER

ALWAYS

1 2 3 4 5 6 7 8 9 10
1 2 3 4 5 6 7 8 9 10

Lack of energy or tiredness. 1
Irritability or nervousness. 1
Forgetfulness
1
Hot flashes
1
Trouble sleeping
1
Excitability
1
Feelings of suffocation
1
Heart pounding
1
Aches back of head & skull.. 1
Muscle pains and aches
1
Cold hands and feet
1
Dizzy or faint
1
Depression
1

2 3 4 5 6 7 8 9 10
2 3 4 5 6 7 8 9 10

2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3

4 5 6 7 8 9 10
4 5 6 7 8 9 10
4 5 6 7 8 9 10

4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5

6
6
6
6
6
6
6
6

7
7
7
7
7
7
7
7

-8
8
8
8
8
8
8
8

9
9
9
9
9
9
9
9

10
10
IX)
10
10
10
10
10

Please rate each symptom, according to your evaluation of
severity for the average menopausal woman on a scale of
one (no discomfort) to 10 (extreme discomfort).
SYMPTOM (Circle one)

NO DISCOMFORT-EXTREME DISCOMFORT

Headaches
1
Weight gain
1
Lack of energy or tiredness. 1

Irritability or nervousness. 1
Forgetfulness
1
Hot flashes
'l
Trouble sleeping
1
Excitability
1
Feelings of suffocation
1
Heart pounding
1
Aches back of head & skull.. 1
Muscle pains and aches
1
Cold hands and feet
1
Dizzy or faint
1
Depression
1

2 3 4 5 6 7 8 9 10
2 3 4 5 6 7 8 9 10
2 3 4 5 6 7 8 9 10

2
2
2
2
2
2
2
-2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
5
5
5

6
6
6
6
6
6
6
6
6
6
6
6

7
7
7
7
7
7
7
7
7
7
7
7

8
8
8
8
8
8
8
8
8
8
8
8

9
9
9
9
9
9
9
9
9
9
9
9

10
10
10
10
10
10
10
10
10
10
10
10
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Please rate each menopausal symptom according to your evalu
ation of its cause on

/ _ 1 -i

a scale of

V Cl-LX

somatogenic) to 10

(all psychogenic).
t

PSYCHOGENIC

SOMATOGENIC

or

I

SYMPTOM

(Circle one)

/PHYSIOLOGICAL

MENTAL-EMOTZONAL

Headaches

2

3

4

5

6

7

8

9

10

Weight gain
Lack of energy or tiredness.
Irritability or nervousness.
Forgetfulness
!

2

3

6

7

10

3

6

7

8
8

9

2

9

10

2

3

5
4 . 5
4
5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

7
7
7

8

9

10

8

9

10

8

9

10

8

9

10

8

9

10

9
9
9

10

9

10

9

10

4

Hot flashes

2

3

4

5

6

Trouble sleeping
Excitability

2

3

4

5

6

2

3

4

5

6

Feelings of suffocation.....
Heart pounding

2

3

4

5

6

2

3

4

5

6

7
7

Aches back of head & skull..

2

3

4

5

6

7

8

2

4

5

6

4

5

6

4

5

6

2

3

4

5

6

7
7
7
7

8

2

3
3
3

Muscle pains and aches
Cold hands and

feet

Dizzy or faint
Depression

i

2

8
8
8

10
10

How do you think menopausal symptoms should be treated?
(Circle one)
Estrogen therapy;

Always Usually Sometimes Rarely Never

Mood altering
medication
No

treatment:

Always Usually Sometimes Rarely Never
Always Usually Sometimes Rarely Never

Counseling:

Always Usually Sometimes Rarely Never

Other

Always Usually Sometimes Rarely Never

What do you see as the major factor in determining whether a
woman will experience difficulty at menopause?
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